Conclusions
The building of rigs for oil-concrete or steel-is no different from similar construction work for any other purpose and it brings the expected and familiar hazards to life and limb. What is different is the requirement for deep water and the consequent siting of building yards in remotely doctored areas miles away from hospital services. The medical requirements of offshore riggers are similar to those who are drilling on land, but their doctors are separated from them by 100 miles of sea. Further, the National Health Service Act requires the provision of health care for all persons on Scottish soil, but there is no statutory requirement for the oil fields outwith this limit. It is distance, not morbidity, that makes a special case for the oil men and their medical cover. However, for the divers working under such unnatural conditions an exceptional degree of specialist support is required. In general the working party considers that the practitioners alongside the shore plants have managed to contain the new and extra demands made on them. It is anxious that offshore personnel must be given every reasonable safeguard. There are areas where further progress could and should be made to this end.
We accept that an adequate medical service for the oil related industry-especially for the continental shelf-provides a challenge to the medical profession, and it is a responsibility which must be shared between the profession, the industry, and the government.
Recommendations (A) There should be co-ordination of the procedures and legislation relating to the medical aspects of offshore rigs.
(B) Planning authorities should broadcast any plans at the earliest moment to area health boards. In turn the boards should pass on at once intelligence on any development proposals to the G.P.s in the locality.
(C) An occupational health service should be established.
(D) Postgraduate occupational health courses should be attended by doctors attached to the oil industry.
(E) An Institute of Offshore Environmental Medicine should be built up rapidly.
(F) Medical practitioners should have ready access to top management.
(G) Managements should be informed that they do not have the right to see medical records (except with the patient's permission).
(H) A helipad should be constructed alongside Aberdeen Royal Infirmary and at Lerwick.
(I) Accommodation should be made available in Aberdeen for offshore personnel who find themselves without a roof after seeing the company doctor or on discharge from hospital.
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Summary
In November 1972 the British Diabetic Association sponsored a register to which notification was invited of all new cases of diabetes occurring in children aged 0-15 years in Great Britain and Ireland. More than 2000 cases were notified in the first two years. Notification suggested that there was a minimum yearly incidence of 7 67 cases per 100 000, though incidences varied from year to year and by geographical area. Several reports of simultaneous onset of diabetes in sibs of different ages provided evidence of clustering. A seasonal variation in incidence was found in children aged 5-15 years with peaks in the autumn and winter. The age distribution was bimodal with a main peak at about-11 years and a secondary peak at about 5 years. The sex ratio showed a male excess from 0-4 years and from 11-15 years and a female excess from 5-10 years. Overall there were slightly more male cases. Altogether 11% of patients had a first-degree relative with diabetes. The The age distribution at onset ( fig. 3) showed that the incidence increased with age to a peak at about 11 years with a smaller peak at about 5 years. After the age of 11 or 12 the incidence fell sharply, and more rapidly in girls than in boys. This decline may have been partly due to teenage children being referred to adult clinics, but there was no evidence that notification was less likely by doctors in adult clinics than by paediatricians. In any case a peak incidence at about 11 has been described by others,9-11 and a peak incidence from 10 to 15 years has been found in diabetic clinics which accept both children and adults.7 9 The sex ratios showed that there were more boys notified among the 0-4-year-olds, more girls among the 5-10-year-olds, and more boys among the 11-15-year-olds. Overall more boys (1279) than girls (1145) were notified, but there may have been a greater deficit of teenage boys notified for the reason given above. The age incidence patterns were similar in both years ( fig. 4 ). There were fewer cases in 1974 and the greatest decrease occurred in patients aged 11-13 years, possibly because of the smaller autumn peak in that year. The peak incidence in 1973 occurred at 10 and 11 years, but in 1974 there was a sharp peak at 12 years; there may, therefore, be considerable year-to-year variation in the age incidence pattern.
FAMILY HISTORY OF DIABETES
The first 1400 questionnaires returned indicated a history of diabetes in a first-degree relative in 154 (110) The seasonal variation in incidence is a further indication of environmental influence. Though there was a higher incidence in the colder winter months the incidence was otherwise poorly correlated with temperature changes,8 and factors that might be dependent on temperature such as caloric intake or physical activity. Infections are probably the factors most likely to be responsible because of their seasonal prevalence; indeed there is a remarkable similarity between the seasonal pattern of juvenile diabetes and the seasonal pattern of infections of childhood. 13 Most of these infections are minor respiratory illnesses, and it seems unlikely that they would cause diabetes though they might constitute a stress factor sufficient to precipitate overt diabetes in patients who had previously sustained islet cell damage. Alternatively, diabetes may result from virus infections that specifically damage the islet cells, in which case the seasonal pattern of diabetes could reflect that of aetiological virus infections. Thus, viruses with peak prevalence in the autumn or winter might be involved, or, if a lag period intervened between infection and onset of diabetes, the responsible viruses might be prevalent some months before the respective seasonal peaks of diabetes. It is unlikely, however, that a latent period would be longer than several months without the seasonal pattern becoming blurred or lost. These suggestions are not mutually exclusive but on our present knowledge it is not possible to say which, if either, occurs.
The age incidence of childhood diabetes seems to be bimodal with peaks at about 5 and 11 years of age, which may indicate that there are two groups with different aetiologies. It has been suggested that these peaks are associated with pubertal changes or with spurts in the growth rate,9 but neither of these suggestions seems likely to provide a complete explanation. The most rapid growth occurs in the first few years of life, when the incidence of diabetes is minimal. Both sexes have a peak in diabetes at about the age of 5 years but only boys have a spurt in growth rate at this age.'4 From 6 to 10 years the incidence of diabetes increases but growth decreases. The second diabetes peak occurs at about 11 years but the maximum growth rate occurs at 14 in boys and 12 in girls. Menarche does not occur until about 13 years in the British Isles."5 16 A further argument against an association with pubertal changes is that the ages at which they occur vary little from year to year, whereas the age of peak incidence of diabetes may vary by a year or more from one year to another.5 The different sex ratios we found clearly show that sex is involved in some way, but it seems unlikely that puberty is a major determinant; it is of interest that sex may affect the incidence of virus infection'7 and its manifestations.' 8 Major environmental changes in childhood are associated with school attendance and it has been suggested that the peaks in incidence of juvenile diabetes may be associated with starting school at 5 dialogue to go on between those providing the services and those for whom the services are being provided, and a crucial issue is the "representativeness" of their membership. If the membership of C.H.C.s is felt to exclude significant interest groups their aim of giving a total community view on all services will not be fulfilled.
In establishing the C.P.G. we were confronted with a similar problem. If we were to get representative views on the primary health care services how were we to constitute the C.P.G. ? Much has been published on investigations undertaken to get patients' views on specific issues in primary health care,' 2 but there is little evidence of successful attempts to secure continuing comment and discussion between the providers of primary health care and their public. If our patients were to take seriously our invitation to comment on our services we had to ensure that the C.P.G. was the sort of body through which they were willing to make their views known. This and other issues have continued to concern us during the two and a half years of the C.P.G.'s existence. This paper describes the C.P.G. and the ways in which we have tackled some of these issues.
Background
The practice serves a population of 6800, half of 
